After the operation continence might be very satisfactory although 'accidents' occurred in the early months. A stricture occasionally developed and this might, in some cases, actually help to maintain continence.
Professor C G Clark thought that this operation ought to be reserved for very special cases such as the one illustrated. The operation seemed to carry more morbidity than abdominoperineal resection and the recurrence rate was almost certainly higher unless the patients were specially selected either as Duke's Grade A or possibly B cases. The functional result was somewhat unpredictable.
Mr Maurice Lee remarked that this operation was very rarely done because so many patients subsequently had no rectal control. However, in this case the patient's blindness was a good reason for carrying it out. Mr Kirkham had pointed out that the patient had had some frequency of defication but otherwise there was anal control. A question was raised whether a low growth such as this patient had had would have been more effectively treated by a diathermy operation. Mr Lee referred to a similar case where a diathermy excision had been attempted, but ultimately because of recurrence an abdominoperineal excision had been necessary.
Arthroplasty of the Hip (Demonstration) Robin Bendall FRCS (St James's Hospital, Balham, London SWJ2 and St George's Hospital, Tooting, London SWJ7) Four patients were shown to illustrate the use of total replacement in chronic deforming arthritis.
Case 1 Mr P S, aged 25 Had suffered from ankylosing spondylitis since the age of 13. He had severe fixed flexion deformities of both hips, considerable pain and gross radiological changes (Fig 1) . He was able to walk only with the aid of two sticks. Eight months ago both hips were replaced using McKee-Farrar artificial hip-joints ( Fig 2) and since then he has regained over 90 degrees of active flexion and a useful range of abduction in both hips. Neither upper femoral osteotomy nor arthrodesis could have been contemplated in this case.
Cases 2 and 3
Miss M G and Mrs L C, both aged over 50 Both patients had advanced unilateral osteoarthrosis. One has undergone a McKee-Farrar replacement and the other a Ring replacement.
Both are well satisfied and the results are comparable. They have over 90 degrees of flexion and have been walking without sticks.
Case 4 Mrs E S T, aged 74 As a result of steroid therapy for a chronic chest condition she developed a segmental collapse of the left femoral head and had a painful hip with fixed deformity. Only total replacement could have provided this woman with such an improved locomotor ability and she illustrates how well the elderly tolerate this procedure because they very rapidly regain mobility and independence.
Comment
There are many patients with stiff and painful hips for whom well-established procedures of McMurray osteotomy and arthrodesis are not suitable. It is for these that, in the past, various attempts have been made to provide a mobile and painless, yet stable, arthroplasty by replacing one or both joint surfaces. Heywood-Waddington (1966) and Apley et al. (1969) have shown that replacement of one surface, as in the Thompson or Moore arthroplasty, has not proved satisfac- Cup arthroplasty has also failed to produce consistently good results. The need to replace both surfaces was possibly first appreciated by Philip Wiles who used a stainless steel total hip replacement in about 6 patients in the late 1930s. However, it is only in the last decade that important developments have occurred to enable this method to be more successfully used.
Two important difficulties had to be overcome: the choice of the correct material for the implant, and the finding of a way to ensure that each component remains securely held within bone. Scales (1968, personal communication) showed the superiority of chrome cobalt alloy over other inert all-metal prostheses, such as stainless steel or titanium, in the problem of wear. Chrome cobalt is used in both components of the McKee-Farrar and Ring replacements with only a minimal wear effect, though Parsons et al. (1970) have recently emphasized the importance of careful matching of components if wear and loosening are to be avoided. Since 1959 Charnley has employed the very favourable low friction characteristics of a plastic acetabular cup with a stainless steel femoral head. He is currently using an inert highdensity polythene for the pelvic component.
The problem of fixation has been tackled in two ways. Ring's acetabular prosthesis consists of a cup with a 3 inch (7 5 cm) stem which is screwed up along the weight-bearing lines of the pelvis, between the acetabulum and the sacroiliac joint; the femoral component is a modified Moore's prosthesis. Stability is achieved by following the natural line of weight transmission. The alternative involves the use of methylmethacrylate, an acrylic cement to bond the components to bone, a method first described by Charnley in 1960 and now employed in the Charnley and McKee-Farrar procedures. These techniques have produced greatly improved clinical results. McKee & Watson-Farrar (1966) reported over 90% of patients who were excellent or good up to four years after operation. Ring (1968) gave a figure of 96% and the Charnley procedure seems to give equally impressive results.
The question 'How long will they last?' can only be answered as time passes, but at the moment there would seem to be no cause for despondency; indeed as the methods prove themselves so their application is widening. It is therefore justifiable at the present time to offer the operation to the following groups of patients: (1) Adults of almost any age with two stiff and painful hips. (2) Men over 60 with severe unilateral disease who are mainly sedentary. (3) Women over 50 with severe unilateral arthritis. (4) Patients previously treated by any arthroplasty, osteotomy or Moore's replacement who have a recurrence of symptoms. (5) Patients with rheumatoid arthritis.
